The posterior cruciate ligament (PCL) is the strongest ligament of the knee, but it is rarely reconstructed in isolation. Although generally accepted that multi-ligamentous knee injuries involving PCL requires operative intervention, the treatment of PCL injuries in isolation is less clearcut and a point of controversy. The need for operative treatment of isolated PCL injuries has been reported to be as low as 3 % [6] . Several reasons can be put forward as to why this is in common practice; however, it is well known that some patients with this injury have significantly reduced knee function and improved knee stability after surgery [1] . On the other side, there are plenty of examples on top athletes, who have sustained PCL injuries, who have been able to return to their sports without surgical intervention [7] . The line between surgical and non-surgical approach is blurred and represents a definite challenge for the knee surgeon to provide the best advice to the individual patient.
The lack of consensus on the treatment of PCL injuries would suggest that international collaboration is needed in order to make progress in this field of knee surgery. The ESSKA organization U45 committee has committed to focus on this area over the last 2 years. The U45 members agreed that anatomy, symptoms, evaluation, surgery and rehabilitation were the most pertinent issues to explore. During the ESSKA Congress in May 2012, a symposium and ICL were dedicated to discuss and highlight these matters. The U45 committee decided early in their work to publish a special issue in KSST journal to focus on subjects related to the PCL. The results from this work are found in this issue of the journal, and the committee has been fortunate to have gained from the extensive experience of Professor Robert LaPrade and his group, who have produced two very detailed review papers outlining the current evidence-based guidelines for the use of PCL braces and rehabilitation in this difficult knee injury [4, 5] . The current issue also contains two very informative papers on the surgical anatomy: the first, by Van Hoof et al. [8] , describes a novel technique using 3D CT to delineate the PCL, while the second, by Hatsushika et al. [3] provides an accurate description of the individual fibres, which comprise each bundle of the PCL. As always in surgery, understanding the anatomy is the key to success, and given the published results on PCL surgery, a review of the surgical anatomy represents one of the most important key stones in continuing to make progress in this area. As surgeons, we always have to be aware of the variation in anatomy and function. Over the past 10 years, great strides have been made in furthering our understanding in the anatomy and biomechanics of the anterior cruciate ligament (ACL) and posterolateral corner, in addition to the development of better and more effective reconstruction techniques. We can be heartened that further advancements can also be made in PCL surgery.
Registry data from the Norwegian Knee Ligament Registry, published in this issue of the journal, demonstrate that patients with isolated PCL injuries are significantly more disabled than those with ACL injuries; however, it takes a median of 21 months from the index injury before the decision to intervene operatively and perform a reconstruction is made [2] .
It has been well established that the two bundles of PCL have different functions throughout the range of motion of the knee. Consequently, single-bundle ruptures are known to occur, and therefore, it seems appealing to reconstruct only the ruptured bundle by augmenting the injured PCL with a single-bundle reconstruction. Additionally, more of the native PCL tissue will be preserved with an augmentation procedure with a single-bundle reconstruction. A systematic review, presented in this issue, informs the reader about the evidence for this point of view.
Although there are a number of good studies, which exist on isolated PCL injuries, we need more knowledge to progress and we believe that a further initiative is warranted in order to continue our advancement. Maybe, it is time for the ESSKA to establish a PCL committee in order to establish a forum where ESSKA members are encouraged to increase their efforts in producing studies and establishing instructional courses to gain further knowledge on the treatment of this injury. Hopefully, this editorial will be a call for action to facilitate further collaboration among the members as illustrated by the PCL studies in the current issue of the journal.
